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(LV8S) PHYSICAL FITNESS INQUIRY FOR MOTOR VEHICLE OPERATORS

Office of Personnel Management
EPM CHAPTER 930

1. Name (Last,First, Middle) 2. Date of Birth 3. Title of Position
(Month, Day, Year)

4. Home Address (Number Streetor RFD, City, Stateand Zip Code) 5. Employing Agency

6. Haveyou everhador haveyou now: (Placecheckat left of eachitem.)

YES| NO YES

Poor vision in one or both eyes

Eye disease

Poor hearing in one or both ears

Diabetes

Palpitation, chest pain, or shortness of breath
Dizziness or fainting spells

Frequent or severe headaches

High or low blood pressure

Drug or narcotic habit

o [
) ]

]
) o

Arthritis, rheumatism, swollen or painful joints
Loss of hand, arm, foot, or leg

Deformity of hand, arm, foot, or leg

Nervous or mental trouble of any kind
Blackouts or epilepsy

Sugar or albumin in urine

Excessive drinking habit (Alcohol)

Other serious defects or diseases

N
=

you answer is "Yes" to one or more of the above questions, explain fully in this space, indicating date of original condition and current status:

8. (A) Do youwearglassegor contactlenseshile driving?...........ccoocveeiiiiieriiee e |:| YES |:| NO

(B) Doyouwearahearingaid?............ccocuvvuienieiiiieiienieeiee e

] ves 1 no

PRIVACY ACT STATEMENT

Solicitationof this informationis authorizedby 40 U.S.C.491and5 CFR Part
930 SubpartA, which require OPM to regulate Federalemployeesuse of
Government-ownecdbr -leasedmotor vehicles. It is usedto ascertainthe
physicalfitnessof Federalemployeeswhosejobsrequireauthorizatiorto drive
Government-ownecr -leasedvehicles. It is also usedin the renewal of
authorizations for all such employees.

Basedon the information provided,employeesnay be referredfor a medical
examinationbeforebeing grantedan initial authorizationor a renewal. The

disclosureof this informationis mandatorywhenan employee’sob requires
driving a Federalmotor vehicleandis voluntary otherwise. However failure

to completewhenrequestednay resultin you not being permittedto operate
a Government vehicle.

Certification: | certify that my answersto the abovearefull andtrue,and|

understandhata willfully falsestatemenbr dishonesanswemay be grounds
for cancellationof my eligibility or my dismissalfrom the service and is

punishable by law.

9. Signature

10.Date Signed
(Month, Day, Year)

REVIEW AND CERTIFICATION BY DESIGNATED OFFICIAL

Certification: | certify that | have reviewedthis physical fitnessinquiry form and other available information regardingthe physical condition of the

applicant, and that | have made the following determination:

|:| 1. Thereis noinformationon this form or otherwiseavailableto indicatethatthe applicantshouldbe referredfor physicalexamination.

|:| 2. Onthebasisof itemscheckedn this form or otherinformation, this applicantmustbereferredfor physicalexaminatiorbeforeauthorizedo
operatea Government-ownedr -leasednotorvehicleor currentauthorizatioris renewed.

[] 3. ltemscheckedbn this form or otherwiseavailabledo not warrantreferralfor medicalexaminatiorbecausef thefollowing facts:

Signature of Designated Official

Date Signed
(Month,Day, Year)
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